One thousand and nineteen patients with acute varicella zoster viral infection were referred to the physiotherapy department for treatment between 1978 and 1986. Sixty per cent were women and 40% were men with a mean age of 58 years (range 9-96 years). The prevalence varied between 1.3 and 1.6 per 1000 per annum. The left side was affected in 52% while the right was affected in 48%. The thoracic dermatomes were the most commonly affected (56%) followed by cervical (17%), lumbar (10%), sacral (5%), and the trigeminal nerve was infected in 12%. There was a significant seasonal (P< 0.001) variation in the prevalence of acute varicella zoster virus infection, most common in the summer and least common in the spring. There was no clustering in time and space so that it is unlikely that the varicella zoster virus is infective or that re-exposure to the virus causes reactivation of the latent virus.
Introduction
The epidemiology of acute varicella zoster viral (VZV) infection has been previously documented':" but there is no agreement about the prevalence, sex ratio, and a left or right sided predominance. In addition the mode of transmission of the virus has been debated for years", There are those who believe that the virus is transmitted by exposure, ie it is infecrive-", while there are those who believe that it is caused by a reactivation of the latent virus1,2. The reactivation of the virus is thought to be due to reexposure to the virus'' or to some as yet unknown trigger. This dichotomy is a result of the lack oflarge studies, for example Hope-Simpson" kept records of all VZV patients whom he saw in his general practice over 26 years during which time he amassed 326 patients, in other words 'shingles' is an uncommon reason for seeking medical help. The largest study which the authors could find involved 916 patients" referred for treatment over a 15-year period but this study did not differentiate between patients with acute infection from those with postherpetic neuralgia. The largest study of acute VZV infection comprised 590 patients" diagnosed in a 15-year period. Neither of these larger studies 4 ,5 investigated the mode of transmission of VZV because they were both retrospective.
Recently it was proposed that shingles could be provoked by re-exposure to the varicella zoster virus", This proposition was based on seven patients all of whom worked in the same office complex. Thus the question remains; is the disease transmitted by infection with the virus or is it an activation of the latent virus?
Method
For the past 15 years it has been the policy of the general practitioners in Cheltenham to refer their patients with acute VZV infection to the physiotherapy department for treatment. Thus it was possible to retrospectively analyse the records of over 1000 patients referred during a 9-year period from 1978 to 1986. It was also possible to examine statistically the temporal and spatial relationships of the patients referred with the acute infection'". The patients were referred for treatment as an emergency so that treatment was started on the weekends and/or holidays and thus the referral date was close to the onset of the infection. By using the postcode to obtain the grid reference it was also possible to tell within 500 m, how close the patients lived to one another", In this way it was possible to identify a classical infective element in the transmission of the virus. The clustering was analysed by comparing the number of patients who acquired the infection within 30 and 60 days of each other and who lived within 500 and 1000 square metres of each other-P, Other epidemiological data such as annual prevalence in the community, sex ratio, anatomical distribution and seasonal variation could also be documented.
Results
The annual prevalence of the infection in Cheltenham over the 9 year period of the study varied between 1.3 and 1.6 per thousand population':', 60% of the referrals were women and 40% were men. The mean age of the patients was 58 years with a range of9-96 years. The left side was affected in 52% while the right was affected in 48%, the most common anatomical distribution was thoracic, 56%, followed by cervical 17%, trigeminal 12%, lumbar 10% and sacral 5%. There was no significant clustering in time and space'? (Tables 1 and 2 ). There was no significant monthly variation in the referral rate to the physiotherapy department but there was a significant seasonal variation (Chi-square, P< 0.001) with most patients being referred in the summer and least in the spring (Figure 1 ).
Discussion
This retrospective study of 1019 patients with acute varicella zoster infection failed to demonstrate any temporospatial relationship in the patients with the virus. The 30 and 60 day periods were chosen on the basis of the documented infectivity of VZV in chickenpox'! because there is no data available on the infectivity of shingles. The distance 500 m was selected because that is the shortest distance The Royal available from the grid reference in England and Wales and the 1000 m was investigated to see if doubling the area would have any effect on the tempore-spatial relationship, There is unlikely to be any geographical bias in these results from the location of the general practitioners who referred these patients because for most of the study all the surgeries but one were in the same street in the centre of the city, In the last 2-3 years of the study one practice which was not in this particular street started to refer patients. These patients came from all over the city to this one street to see their general practitioner none of whom seemed to have a geographical bias in this study. There was, however, a significant (P< 0.001) seasonal variation in the referral rate with most patients referred in the summer and least in the spring -this has not been documented before. There is only one other reference to a seasonal variation of shingles and that did not show any significant variation", This decrease in the referral rate in the spring is circumstantial evidence against the suggestion of Palmer et al. 8 that the reactivation of the latent virus is caused by exposure to patients with chickenpox, because the highest incidence of chickenpox in England and Wales occurs in the spring and summer!'. Further evidence against Palmer et al. 8 is the fact that less than 0.1 % of the patients referred with 'shingles' had attended the physiotherapy department for other reasons within a year of their attack of shingles. Bearing in mind that there were, on average, four VZV patients attending the department each working day, then most patients attending the department would have been exposed to the virus. If, as has been suggested most people carry the virus" and that exposure to the virus is the trigger, then it would be expected that there would have been more patients who had attended the physiotherapy department, referred back with shingles. Therefore, it would seem that patients with shingles do not precipitate shingles in their contacts.
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Thus it appears from this data that acute VZV infection is not contagious and that re-exposure to the virus is not the trigger that reactivates the latent virus. This is not to say that there is not a trigger that reactivates the latent virus, but because only 0.1-0.2% of the population develop shingles it is unlikely that population-based studies will provide the evidence as to the 'trigger'. To quote the Lancet editorial, 'the final answer to the vexing question will probably come from studies of viral latency".
The prevalence of 1.3-1.6 per 1000 of the population per year is similar to the only other large study of acute VZV from the USA,5 but does not agree with Hope-Simpson's 3.4 per 1000 3 which was based on his personal general practice which could be biased because of his life long interest in the condition. Another British general practitioner recorded 151 patients with VZV over 11 years", with a prevalence of 1.7 per thousand per year which is nearer to the figure reported in this study. These figures do not agree with a recent editorial in the British Medical Journal which quotes an incidence of 4.8 per thousand'". The 60% female predominance directly reflects the female to male ratio taken from the census in Cheltenham in 1981 16 , ie in the decade from 1960 to 1969 the ratio was 56% female and 44% male while from 1970 onwards the ratio was 61% female and 39% male. Further evidence in favour of this female predominance being normal is the mean age of 58 years and, in addition, 36% of the patients in the study were below the age of 60 and 64% of the patients were older than 60. The anatomical distribution of the VZV was similar to that reported by the other authors 1,3-5,7.
One author" found that there was a right-sided dominance and used this to support Juel-Jensen's thesis'? that trauma to the spinal nerves was the trigger to the re-activation of the virus. This right sided dominance is not demonstrated in this study of 1019 patients and so it was probably a chance finding in the small study of 151 patients. 
